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Introduction 
 It is no secret that our population is getting sicker. For decades we have seen worldwide 
increases in noncommunicable disease rates, including diabetes, stroke, cancer, chronic 
respiratory diseases, and heart disease. According to the World Health Organization (WHO), 
noncommunicable diseases are a leading cause of mortality worldwide and were responsible for 
40 billion of the 56 billion global deaths in 2015 alone.1 Despite being one of the wealthiest 
countries in the world, the United States (US) experiences some of the highest rates of chronic 
disease. According to the Centers for Disease Control and Prevention (CDC), six out of ten 
adults in the US have a chronic disease and four out of ten have two or more.2 Chronic disease in 
the US is not only a driver of death and disability, but also a driver of cost. In 2016, chronic 
disease care cost the US $3.7 trillion dollars, or 20% of the US gross domestic product (GDP).3 
The US spends a greater percentage of its GDP on health care than most developed countries, 
with per capita spending rates averaging almost double of other wealthy nations. Despite this, the 
US continually ranks lower in overall health care quality.4 This growing realization has led to 
national health care reformation aimed at both improving health care quality and curbing health 
care cost. Perhaps the greatest example of this progress is the passing of the Affordable Care Act 
in 2010, resulting in some of the largest health care reforms in the US since the 1960's and 
spearheading increased access, affordability, and quality of health care through payment reform.   
 
1 World Health Organization. https://www.who.int/gho/ncd/en/. Published April 25, 2017. Accessed December 2, 
2019. 
2 Chronic Diseases in America. CDC's National Center for Chronic Disease Prevention and Health Promotion 
https://www.cdc.gov/chronicdisease/pdf/infographics/chronic-disease-H.pdf. Accessed December 2, 2019. 
3 Waters H, Graf M. Chronic diseases are taxing our health care system and our economy. STAT. 
https://www.statnews.com/2018/05/31/chronic-diseases-taxing-health-care-economy/. Published May 30, 2018. 
Accessed December 2, 2019. 
4 How Does the U.S. Healthcare System Compare to Other Countries? https://www.pgpf.org/blog/2019/07/how-
does-the-us-healthcare-system-compare-to-other-countries. Accessed December 2, 2019. 
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In this evolving health care landscape, preventive health care is increasingly 
acknowledged as the key to lowering chronic disease rates and health care costs. The majority of 
chronic disease cases in both the US and worldwide are preventable and can be curbed by 
addressing four key risk factors: tobacco use, poor nutrition, lack of physical activity, and 
excessive alcohol use.2 While each of these factors needs to be addressed, nutrition is of 
particular concern. A 2017 systematic review found that suboptimal diet now contributes to more 
deaths globally than tobacco smoking. It also found that, unlike other risk factors, dietary risk 
affects people of all ages, sexes, and sociodemographic status.5 Similarly, in 2018 poor diet-
quality was identified as the leading cause of death in the US. While BMI, smoking, and high 
fasting plasma glucose were found to be the three most important risk factors for chronic disease 
development in the US, there was a significant decrease in tobacco use (42.8%) and significant 
increase in prevalence of high BMI (53.2%) and high fasting plasma glucose (76%), despite 
increased levels of physical activity.6   
If the US wants to improve health care outcomes, nutrition is the place to start. 
Registered Dietitian Nutritionists (RDNs) can play an integral part, particularly in the area of 
primary care practice. This paper argues for the incorporation of RDNs into the evolving primary 
care setting, with a particular focus on the North Carolina health care landscape. Part 1 outlines 
the rationale for dietitian incorporation, answering the question "Why is a dietitian an integral 
member of the evolving primary care practice?" Part 2 explores the current barriers to 
 
5 Afshin A, Sur PJ, Fay KA, et al. Health effects of dietary risks in 195 countries, 1990–2017: a systematic analysis 
for the Global Burden of Disease Study 2017. The Lancet. 2019;393(10184):1958-1972. doi:10.1016/S0140-
6736(19)30041-8 
6 The State of US Health, 1990-2016: Burden of Diseases, Injuries, and Risk Factors Among US States | Cardiology 
| JAMA | JAMA Network. 
https://jamanetwork.com/journals/jama/fullarticle/2678018?utm_campaign=articlePDF%26utm_medium%3darticle




incorporating a dietitian into primary care practice. Part 3 offers potential solutions, and outlines 
how an RDN can integrate into the evolving primary care landscape. 
 
Part 1: Rationale- Why is a dietitian an integral member of the evolving primary care practice?   
As new payment models emerge, RDNs can play essential roles in improving health care 
quality and cost. In 2007, the Institute for Healthcare Improvement released the Triple Aim: a 
framework for optimizing health care performance. Its three focus areas include health care cost, 
population health, and patient experience of care (including quality and patient satisfaction).7 
The US Department of Health and Human Services (HHS), and more specifically The Center for 
Medicare and Medicaid Services (CMS), utilized IHI's framework to develop its own plan for 
improving health care payment, evaluation, and delivery systems across the US. In 2015, the 
Medicare Access and CHIP Reauthorization Act (MACRA) passed with bipartisan support, 
switching from the traditional fee-for-service model to value-based payment. Put simply, 
MACRA incentivizes reimbursement for quality of care, not just volume of services provided. It 
does this through the establishment of the Quality Payment Program (QPP), which "rewards the 
delivery of high-quality patient care through two avenues: Advanced Alternative Payment 
Models (APMs) and Merit-based Incentive Payment System (MIPS)."8 APMs incentivize 
eligible clinicians to provide high-quality care through the utilization of innovative technology 
and payment systems that promote value-based care.9  Examples of APMs include the Medicare 
 
7 The IHI Triple Aim. Institute for Healthcare Improvement. 
http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx. Accessed December 2, 2019. 
8 Executive Summary Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment 
Model (APM) Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models. 
Centers for Medicare and Medicaid Services; 2016. 
https://www.nrhi.org/uploads/qpp_executive_summary_of_final_rule.pdf. Accessed December 2, 2019.  
9 Advanced APMs. Quality Payment Program. https://qpp.cms.gov/apms/advanced-apms. Accessed December 2, 
2019. 
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Shared Savings Program, Accountable Care Organizations (ACOs), Patient-Centered Medical 
Homes (PCMH), and Bundled Payments.10 MIPS determines adjustments for provider 
reimbursement rates based on quality measures, improvement activities, advancing care 
information performance, and cost. Because these systems reward value and care coordination, 
as opposed to volume and care duplication, there is incentive for clinicians to increasingly focus 
on preventive, team-based care as opposed to isolated disease treatment. 
Registered Dietitians can play an integral role in primary care practices meeting MIPS and 
APM quality measure and cost goals. Multiple studies have shown that RDNs can improve 
health outcomes related to chronic disease within the primary care setting. An international 
systematic review by Howatson et al. evaluated the work of dietitians in primary care and found 
that dietitian interventions improved health outcomes related to cardiovascular disease risk, 
diabetes, and obesity.11 Similarly, a 2017 systematic review of randomized control trials by 
Mitchell et al. found that individualized nutrition care provided by dietitians in the primary care 
setting consistently had statistically significant positive effects on dietary (e.g., energy, 
carbohydrate, protein, fat, and sodium consumption), anthropometric (e.g., weight, BMI, and 
waist circumference), and clinical indicators (e.g., blood pressure, blood lipid and glucose levels, 
and nutrition-related symptoms) of health.12 Medical Nutrition Therapy (MNT) has been shown 
to be effective when provided by an RDN who is part of the health care team,13 with specific 
 
10 Teferi S, Jackson R, Wild RE. Centers for Medicare & Medicaid Services Transition From Payments for Volume 
to Value Implications for North Carolina Physicians, Providers, and Patients. North Carolina Medical Journal. 
2016;77(4):293-295. doi:10.18043/ncm.77.4.293 
11 Howatson A, Wall C, Turner-Benny P. The contribution of dietitians to the primary health care workforce. J Prim 
Health Care. 2015;7(4):324-332. doi:10.1071/hc15324 
12 Mitchell LJ, Ball LE, Ross LJ, Barnes KA, Williams LT. Effectiveness of Dietetic Consultations in Primary 
Health Care: A Systematic Review of Randomized Controlled Trials. Journal of the Academy of Nutrition and 
Dietetics. 2017;117(12):1941-1962. doi:10.1016/j.jand.2017.06.364 
13 MNT: RDN IN MEDICAL TEAM (2015). Evidence Analysis Library. 
https://www.andeal.org/topic.cfm?menu=5284&cat=5233. Published 2015. Accessed December 2, 2019. 
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areas of improvement being linked to Medicare quality measure goals. These areas include: 
reduction in avoidable admissions and physician visits; reductions in hemoglobin A1C; 
decreased use of medication or optimization of medication therapy; improvement in biochemical 
results and anthropometric measurement; and blood pressure control.14 RDNs have also been 
recognized as providers of cost-effective interventions. A systematic review by Howatson et al. 
found that primary care dietetic interventions had significant economic benefit.11 One study 
demonstrated that nutritionist visits for diabetes were associated with the greatest reductions in 
hospital charges (compared to diabetes classes and health educator visits), resulting in an average 
cost reduction of $6,503 in total hospital charges.15 Similarly, preliminary data from a 2016 
systematic review by Sun et al. found that diabetes interventions conducted by dietitians 
appeared to be more cost effective than those conducted by non-dietitians, given that dietitian-led 
interventions were consistently more effective at promoting weight loss.16 Specific to APMs, 
RDNs have the potential to positively impact care in the context of PCMHs, ACOs, and 
Comprehensive Primary Care (CPC).17 In May 2016, the Academy of Nutrition and Dietetics 
released a publication from the Accountable Payment Models Task Force proposing a framework 
for the inclusion of and payment for nutrition services in the context of APMs. "Alternative 
 
14 Kuppich M, Tuma P, Schofield M. Patient Centered Nutrition Services Payment Model: An Approach to 
Incentivizing the Routine Provision of High Quality Nutrition Services. https://www.eatrightpro.org/-
/media/eatrightpro-files/practice/patient-centered-nutrition-services-payment-
model.pdf?la=en&hash=6246F1AAE2FC0A16C6B95B08AE37D1B0FD6138AE. Published May 2016. Accessed 
December 2, 2019. 
15 Robbins JM, Thatcher GE, Webb DA, Valdmanis VG. Nutritionist Visits, Diabetes Classes, and Hospitalization 
Rates and Charges: The Urban Diabetes Study. Diabetes Care; Alexandria. 2008;31(4):655-660. doi:10.2337/dc07-
1871 
16 Sun Y, You W, Almeida F, Estabrooks P, Davy B. The Effectiveness and Cost of Lifestyle Interventions 
Including Nutrition Education for Diabetes Prevention: A Systematic Review and Meta-Analysis. Journal of the 
Academy of Nutrition and Dietetics. 2017;117(3):404-421.e36. doi:10.1016/j.jand.2016.11.016 
17 RDNs in the New Primary Care: A Toolkit for Successful Integration. https://www.eatrightstore.org/product-
type/toolkits/integrating-the-registered-dietitian-rd-into-primary-care--comprehensive-primary-care-initiative-cpc. 
Published 2016. Accessed December 2, 2019.  
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Payment Models provide an opportunity for payers to design health care payments that 
incentivize the 'right care' - not the most expensive care, encourage provider organizations to use 
cost effective providers, such as RDNs, to deliver care and/or to provide other services (DSME, 
case management, and smoking cessation) at a lower cost than other providers," states the Task 
Force. Overall, RDNs have the potential to improve quality measures and lower health care costs 
as members of the primary care team.   
Within this new landscape of care, many states are changing the way they provide and bill 
Medicaid. Section 115 of the Social Security Act allows states to experiment with novel 
approaches to Medicaid delivery, waiving some provisions of the original Medicaid Act.18 North 
Carolina is one of the latest states switching from a traditional fee-for-service model to managed 
care. North Carolina will contract with four statewide prepaid health plans (PHPs), also known 
as Managed Care Organizations (MCOs), who will be responsible for care management of 
Medicaid beneficiaries and provider payments. More specifically, PHPs will "directly manage 
certain health services, assume financial risk, and contract with providers to deliver services for 
beneficiaries."19 PHPs will also be required to report on and reach specific quality measure 
targets and benchmarks as outlined in the state's Quality Strategy. The three central aims of this 
strategy mirror that of the Triple Aim: better care delivery; healthier people, healthier 
communities; and smarter spending. Overall, PHPs will help NC provide whole-person, patient-
centered care through a system of care coordination that measures quality and focuses on both 
medical and non-medical drivers of health. The establishment of the Advanced Medical Home 
 
18 Perkins J. Background to Medicaid and Section 1115 of the Social Security Act. National Health Law Program. 
https://9kqpw4dcaw91s37kozm5jx17-wpengine.netdna-ssl.com/wp 
content/uploads/2017/04/MedicaidSection1115BG-04.03.17.pdf. Published April 3, 2017. Accessed December 2, 
2019.    
19 NC DHHS. NC DHHS. February 2019. https://www.ncdhhs.gov/news/press-releases/dhhs-announces-prepaid-
health-plan-contracts-medicaid-managed-care. Accessed December 2, 2019. 
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(AMH) model emphasizes the importance of primary care in this transformation. AMHs are 
primary care practices that provide enhanced, non-direct medical services to patients. In order to 
become an AMH, a primary care practice will apply through NC DHHS and be assigned to a tier. 
State PHPs oversee AMHs at all tiers; however, AMHs at higher tiers take on increased 
responsibility for patient assessment and care management. In exchange, AMHs at higher tiers 
can receive increased reimbursement for Medicaid services. Thus, primary care practices are 
incentivized for providing higher-quality patient care. Another important aspect of NC Medicaid 
transformation is acknowledgement of non-medical drivers of health, better known as social 
determinants of health (SDOH). It is well established that factors "outside" of the medical 
system- such as housing, transportation, and food access- influence overall health.20 Because of 
the strong link between these factors, health care outcomes, and ultimately health care costs, NCs 
PHPs will be required to screen Medicaid enrollees for SDOH. Medicaid beneficiaries who are 
captured as having unmet social needs can then be referred to community-based resources 
through the NCCARE 360 network, an electronic platform for care coordination and resource 
use management.21 Through each of these innovative components, NC Medicaid is evolving to 
incentivize and reward quality, value-based care within the primary care setting.  
We have already seen how RDNs can improve quality and cost of care as members of 
primary care teams. Additionally, RDNs have a unique opportunity within North Carolina's 
Medicaid transformation model to act as SDOH screeners and identify community-based 
programs to address SDOH. RDNs are trained in assessing patient food situations and already 
 
20 Bradley EH, Elkins BR, Herrin J, Elbel B. Health and social services expenditures: associations with health 
outcomes. BMJ Qual Saf. 2011;20(10):826-831. doi:10.1136/bmjqs.2010.048363   
21 Thomas A, Ferguson E. NCCARE360 Building Healthier Communities Through Collaboration. North Carolina 
Medical Journal. 2019;80(5):308-308. doi:10.18043/ncm.80.5.308 
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have screening questions that address SDOH factors, such as food insecurity, access, and 
resource availability, such as refrigeration. This information is documented as part of the 
nutrition care process. Because RDNs ask patients about these issues, they are also 
knowledgeable about community-based resources for addressing them, such as food pantries or 
food distribution programs. These strengths and skills of RDNs can be leveraged on a broader 
scale in the primary care setting as NC recognizes the importance of addressing these key non-
medical determinants of health.    
RDNs also serve as valuable members of a primary care team because they have in-depth, 
specialized nutrition knowledge that many physicians and other health care clinicians lack. 
While many practicing physicians believe that nutrition is an important aspect of patient care, 
many physicians do not feel adequately equipped to provide nutrition education to their 
patients.22 One of the primary reasons for this is lack of nutrition education in medical school 
and residency. It is recommended that medical students receive 25 contact hours of nutrition over 
a 4-year medical school period. Despite this seemingly low number of hours, a 2013 survey of 
121 medical schools in the US showed that 71% of schools did not meet the minimum 
requirement. The average number of nutrition-education hours was 19, with 36% of surveyed 
schools providing less than 12 hours and 9% of surveyed schools providing no nutrition 
education.23 While medical school provides graduates with a baseline knowledge of medical 
practice, residency is often seen as the greatest period of physician training and growth. Despite 
this, studies have shown that nutrition is often excluded from recommended residency curricula. 
 
22 Kahn RF. Continuing Medical Education in nutrition. The American Journal of Clinical Nutrition. 
2006;83(4):981S-984S. doi:10.1093/ajcn/83.4.981S 
23 Radlicz C. A Time for Change: Nutrition Education in Medicine. American Society for Nutrition. 
https://nutrition.org/a-time-for-change-nutrition-education-in-medicine/. Published May 13, 2019. Accessed 
December 2, 2019. 
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In a 2017 survey of cardiologists, 59% reported not receiving any nutrition training in residency; 
9% reported having one nutrition lecture, and only 6% reported having a nutrition lecture 
series.24 Nutrition education is particularly important in family medicine, as the majority of 
family medicine office visits involve conditions with nutrition implications.25 However, family 
medicine residents also lack proper nutrition education and training opportunities. A 2002 survey 
found that the mean number of hours dedicated to nutrition in a family medicine residency was 
7.3 over the entire 3-year residency period.25 Given the documented importance of nutrition in 
preventive care, further incorporation of RDNs into primary care practice can help address these 
gaps in care. RDNs receive specialized MNT training, and are thus qualified to provide in-depth 
nutrition education that physicians may lack.  
Lack of sufficient nutrition education is not the only reason why physicians are not always 
the most adequate providers of nutrition care. Providers often cite time as a barrier to talking 
with patients about nutrition-related topics and recommendations. Physicians on average spend 
~20 minutes per patient per appointment; complex patients may receive up to 40 minutes, but 
only 2-3 patient problems can realistically be addressed. RDNs can spend anywhere from 30 
minutes to 1 hour per patient, focusing specifically on that patient's diet and dietary concerns. As 
one physician stated, "It's not that physicians don't recognize the importance of nutrition- but in 
terms of offering an hour of dietary advice, there just isn't time."26 Some studies have also 
suggested that physicians are not effectively trained as health promoters and even if they had 
 
24 Devries S, Agatston A, Aggarwal M, et al. A Deficiency of Nutrition Education and Practice in Cardiology. The 
American Journal of Medicine. 2017;130(11):1298-1305. doi:10.1016/j.amjmed.2017.04.043 
25 Deen D, Spencer E, Kolasa K. Nutrition Education in Family Practice Residency Programs. Fam Med. 
2003;35(2):105-111. 
https://fammedarchives.blob.core.windows.net/imagesandpdfs/pdfs/FamilyMedicineVol35Issue2Deen105.pdf.  
26 Hyden M. When benefits outweigh costs: Integrating dietitian services improves patient outcomes. MGMA 




time, they may not be effective due to lack of training.27 Doctors are trained to diagnosis and 
treat a patient, not necessarily counsel a patient toward long-term behavior change. While broad 
studies on the efficacy of physicians as counselors have not been done, small studies have 
indicated that physicians report a lack of counseling experience and training.28,29 RDNs are 
trained to provide individualized nutrition counseling through implementation of the nutrition 
care process, allowing them to employ effective strategies to identify and elicit patient goals for 
change.30        
RDNs can serve as nutrition educators to both residents and physicians as members of the 
primary care team. Physicians need a basic understanding of clinical nutrition not only to provide 
better care to their patients, but also to be able to identify the need for RDN consultations and 
MNT referrals. A 2017 position paper released by the Academy of Nutrition and Dietetics details 
how an RDN can support the education of primary care physicians, including teaching clinical 
nutrition skills to medical students and residents and educating members of the interdisciplinary 
care team in the practice setting.31 The American Academy of Physicians also recommends that 
family medicine residents learn about nutrition education and curriculum from qualified nutrition 
professionals.32 Overall, the RDN can serve as a valuable member of the primary care team by 
 
27 Moore H, Adamson AJ, Gill T, Waine C. Nutrition and the health care agenda: a primary care perspective. Family 
Practice. 2000;17(2):197-202. doi:10.1093/fampra/17.2.197 
28 Weinehall L, Johansson H, Sorensen J, Jerdén L, May J, Jenkins P. Counseling on lifestyle habits in the United 
States and Sweden: a report comparing primary care health professionals’ perspectives on lifestyle counseling in 
terms of scope, importance and competence. BMC Fam Pract. 2014;15(1):1-9. doi:10.1186/1471-2296-15-83 
29 Kushner RF. Barriers to Providing Nutrition Counseling by Physicians: A Survey of Primary Care Practitioners. 
Preventive Medicine. 1995;24(6):546-552. doi:10.1006/pmed.1995.1087 
30 Lacey K, Pritchett E. Nutrition Care Process and Model: ADA adopts road map to quality care and outcomes 
management. Journal of the American Dietetic Association. 2003;103(8):1061-1072. doi:10.1016/S0002-
8223(03)00971-4 
31 Hark LA, Deen D. Position of the Academy of Nutrition and Dietetics: Interprofessional Education in Nutrition as 





not only providing in depth, specialized nutrition education and individualized counseling to 
improve patient care, but also by educating members of the interdisciplinary primary care team 
on nutrition best practice.   
 
Part 2: Barriers- What are the barriers to having a dietitian in primary care practice? 
 Despite the high correlation between nutrition and chronic disease rates, as well as 
evidence that RDNs are valuable members of a primary care team, few primary care offices in 
the US employ an RDN. One of the largest barriers to integrating a dietitian into a primary care 
practice is cost. RDNs have limited reimbursement opportunities, making it difficult for a family 
medicine practice to recuperate the cost of services. While reimbursement rates for nutrition 
services provided by RDNs are similar to that of physicians providing nutrition services, RDNs 
only receive reimbursement for specific chronic conditions.33 Currently, Medicare only 
reimburses RDNs for MNT services for patients with diabetes, chronic kidney disease, or who 
underwent a kidney transplant in the last 36 months.34 Medicaid coverage for nutrition services 
varies by state. In NC, Medicaid will reimburse for dietary evaluation and counseling for 
individuals 20 years and younger who meet eligible criteria. NC HealthChoice covers these same 
services, but for individuals aged 6-18 years. NC Medicaid will also cover dietary education and 
counseling for pregnant and postpartum women with specified conditions.35 Some private 
 
32 Recommended Curriculum Guidelines for Family Medicine Residents Nutrition. American Academy of Family 
Physicians. 
https://www.aafp.org/dam/AAFP/documents/medical_education_residency/program_directors/Reprint275_Nutrition
.pdf. Revised July 2017. Accessed December 2, 2019.     
33 Medicare Fee Schedule for RDNs- MNT and G-Codes. Academy of Nutrition and Dietetics.   
https://static1.squarespace.com/static/5409cc2ae4b090d48254b799/t/58b98590a5790aeaef933797/1488553362207/
medicare_fee_schedule+%281%29+%281%29.pdf. Accessed December 2, 2019.   
34 Southern S. Reimbursement of Nutrition Services in the Outpatient Setting. Lecture presented at: UNC Chapel 
Hill; March 2019; Gillings School of Global Public Health.  
35 Medicaid and Health Choice Clinical Coverage Policy No: 1-I. NC Division of Medical Assistance; 2017. 
https://files.nc.gov/ncdma/documents/files/1-I_1.pdf. Accessed December 2, 2019. 
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insurers will reimburse for RDN services, but each plan varies in coverage type and amount. 
Given these limitations, RDNs are often unable to cover their salaries from appointments alone, 
forcing primary care practices to find funding from other sources.   
 Another barrier to having a dietitian in a primary care practice is effective utilization of 
their services. Nutrition is often seen as an "optional" part of patient care. For example, when a 
patient is diagnosed with Type 2 Diabetes, the first step is often medication. While medication is 
helpful and often necessary, few patients are informed that their medication should be taken as 
an adjunct to both diet and exercise. This occurs because physicians and residents are often not 
approaching care with nutrition in mind. A recent study of non-physician related perspectives on 
resident competency outlined how some dietitians felt underutilized in primary care practice. 
Knowledge gaps of job scope, lack of support, and inefficient communication were explicitly 
listed by dietitians as contributing factors.36 RDNs need to be recognized as competent providers 
of care whose skill set is valued and utilized for improving patient care outcomes.   
 
Part 3: Implementation- Addressing the barriers to RDN integration. 
 Despite these current barriers to the incorporation of RDNs into primary care practice, 
there are ways to make it work. Practices across the US are leveraging broad RDN skillsets in 
recognition of their valuable contribution to patient care as members of the interdisciplinary care 
team. RDNs have also implemented novel ways to bill incident to physicians, increasing RDN 
reach and outcome potential. Other practices are embracing non-traditional care models, 
including outside RDN contracting and use of innovative technologies.   
 
36 Garth M, Millet A, Shearer E, et al. Interprofessional Collaboration: A Qualitative Study of Non-Physician 
Perspectives on Resident Competency. J Gen Intern Med. 2018;33(4):487-492. doi:10.1007/s11606-017-4238-0 
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Practices are leveraging broad RDN skill sets in order to offset practice costs. One South 
Carolina ob/gyn practice utilizes their RDN as a care manager, noting the strengths of RDNs in 
direct patient care as well as care management add value to the practice that offsets monetary 
concerns.26 In North Carolina, the Mountain Area Health Education Center (MAHEC) utilizes 
their RDN as a physician educator. MAHEC is an integrated medical practice that offers family 
medicine, ob/gyn, and dental services to residents of Western NC. Located in Asheville, NC the 
practice also offers continuing education and family medicine and ob/gyn residencies. MAHEC 
residents are given the opportunity to shadow the RDN during nutrition appointments, where he 
encourages them to both ask questions and consult with him about patient care. The RDN also 
conducts nutrition education on topics such as diabetes and exercise through didactics. While 
MAHEC has arranged these more formal opportunities, the RDN also capitalizes on his flexible 
nutrition schedule to provide informal nutrition education through consistent availability and 
willingness to consult with patients who do not have specific nutrition appointments. Physicians, 
residents, pharmacists, and other health care clinicians consistently rely on him to meet with 
patients who could benefit from nutrition counseling. Even if these meetings are brief, being 
available to physically meet with a patient can encourage a patient to return for a specific 
nutrition appointment. Thus, by leveraging unconventional skill sets, the RDN can integrate his 
or herself as a valuable member of the primary care team.     
 RDNs can also bill incident to the physician or other health care providers, increasing 
their patient load and connecting patients to nutrition services who might not otherwise receive 
them. This can be done in a variety of ways, including shared medical appointments and 
interdisciplinary clinics. Shared medical appointments allow patients to meet with a physician 
and an RDN on the same day; while the RDN cannot bill for this encounter, the practice is 
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reimbursed for physician services and patients have more meaningful contact time with the 
health care system. RDNs can also engage in shared medical appointments with other health care 
disciplines. For example, the RDN at MAHEC often sees patients in co-visits with pharmacy 
clinic. While some of these visits are not reimbursable, patients receive nutrition counseling in 
order to minimize medication use and achieve improved management of chronic conditions. In 
some cases, patients do meet Medicare MNT requirements for reimbursement, allowing the RDN 
to bill for patients that he might not otherwise see in nutrition clinic. Interdisciplinary clinics are 
another way that RDNs can serve as valuable members of the primary care team. Through the 
conceptualization and implementation of interdisciplinary clinics, RDNs can improve patient 
care outcomes while also leveraging reimbursement opportunities. One example of this is the 
Resident Nutrition Clinic at MAHEC, where patients meet with a first-year family medicine 
resident and RDN in the same appointment. The visit is billed as a medical visit, but the majority 
of the appointment is conducted by the RDN, allowing him to see patients whose insurance 
would not otherwise pay for nutrition counseling. While outcomes and cost data are not yet 
available for this clinic, high patient attendance at both initial and follow-up appointments is 
promising. MAHEC also utilizes their RDN in Health Living Clinic, a lifestyle medicine clinic 
that addresses patient sleep, diet, and exercise habits in order help improve overall health. 
Similar to Resident Nutrition Clinic, the RDN sees patients in conjunction with an attending 
physician. After the initial visit, patients schedule a two-week follow-up where the RDN 
conducts the majority of the appointment. Again, this increases the RDNs reach and impact even 
though the nutrition services are not directly billed.  
 While having an RDN integrated into primary care practices is ideal, primary care 
practices can also contract with outside RDNs in order to provide patient care. This model can 
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take a variety of forms. Primary care offices can contract with RDNs for certain services based 
on the needs of their patient population. For example, an RDN could be contracted to provide 
diabetes or weight management classes, either individually or in the group setting. These 
contracts could be fulfilled on-site or at an off-site location, such as the RDNs office. Primary 
care offices can also employ in-house RDNs part-time, decreasing salary costs. There is also 
potential for an RDN to be housed within a primary care practice but remain an independent 
contractor. While the RDN is not employed by the primary care practice, there is potential for 
collaboration and easy referral for patients who could benefit from RDN services.37  
Primary care offices can also employ RDNs by utilizing innovate technologies, such as 
telehealth. Rural primary care centers often struggle with connecting patients to specialists 
because of proximity and patient barriers, such as transportation. Telehealth addresses these 
barriers by allowing for communication between RDNs and patients virtually, in real time. 
Telehealth allows primary care practices to contract with dietitians without the need for physical 
office space, cutting down on facility management costs. This could also be ideal for smaller, 
more rural primary care practices who serve a smaller patient population. These practices often 
have fewer financial resources than larger, urban primary care centers, though they often serve a 
sicker population. Telehealth allows smaller practices to contract for dietitian services that they 
might not otherwise be able to afford. The Medical University of South Carolina (MUSC) 
launched the Telehealth Nutrition Counseling Initiative as part of its Teleconsultation-Outpatient 
Program. In this model, patients who are seen at a practice that is affiliated with the South 
Carolina Telehealth Alliance (SCTA) are able to receive nutrition counseling services from an 
 
37 Orozco D. Nutrition Services in the Outpatient Setting: The RDN Private Practice. Anesthesia Key. March 2018. 




MUSC RDN who is housed at an approved off-site location (i.e., hospital or outpatient facility). 
SCTA provides all necessary equipment and can assist in preparing a facility for telehealth 
utilization, which helps cover financial start-up costs. Since the initiative began in 2012, the 
number of telehealth nutrition consults has grown exponentially; in 2015, 588 patients were seen 
compared to just 11 in 2012. This is coupled with increased FTEs for RDNs; currently, two 
MUSC RDNs dedicate 50% of their time to telehealth nutrition. These numbers are expected to 
increase as more primary care providers contract with SCTA and as outcomes and cost data 
become available.38 While telehealth nutrition services are not without obstacles, they are 
promising for integration of RDN services into primary care practice. 
 So far, this section has focused on the integration of RDNs within a primary care setting, 
whether as a full or part-time employee or by contract. Primary care practices can also simply 
refer patients to RDNs in their local area. In this model, a physician fills out a referral form based 
on a patients' diagnosis and treatment plan;39 the patient is then responsible for making an 
appointment with a local RDN.40 While the RDN is not employed or contracted by the primary 
care office, a proper referral from the physician can increase patient access to nutrition services. 
This model works best when a primary care office is knowledgeable about RDN practices in the 
local area so that they can suggest practices that meet patient cost and treatment needs. This 
model is a good starting point for primary care practices who are initially unable to employ or 
 
38 Crowley N, Peterson A. Connecting Doctors to Dietitians: The Value of Collaboration in Getting Nutrition 
Counseling to Those Who Need it Most. 
http://eatsmartmovemoresc.org/pdf/2016SummitPresentations/Nutrition_Counseling.pdf.  
39 Referral for Medical Nutrition Therapy. Academy of Nutrition and Dietetics. https://www.eatrightpro.org/-
/media/eatrightpro-files/about-us/what-is-an-rdn-and-
dtr/mntreferralform.pdf?la=en&hash=FF7FD9E913A9EC5817662DEDFAAA1F351FB630D4. Accessed December 
3, 2019. 
40 Referring Patients to an RDN. eatrightpro.org. https://www.eatrightpro.org/about-us/what-is-an-rdn-and-dtr/work-
with-an-rdn-or-dtr/referring-patients-to-an-rdn. Accessed December 3, 2019. 
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contract with an RDN. Building relationships with local RDNs not only eases the referral 
process, but also serves as a starting point for a potential hiring or contractual agreement between 
the practice and the RDN. 
   
Conclusion  
 As the US health care landscape evolves, preventive care is becoming increasingly 
important in achieving patient quality and cost goals. Further integration of RDNs into primary 
care can help improve chronic disease rates through direct patient care and increased physician 
education. While cost and utilization barriers exist, there are novel ways of addressing them that 
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